
Client Intake and Health History Form 
All information is strictly confidential and under protection of the United States HIPAA legislation. Please 
fill out the form to your best ability as the more information your massage therapist knows the better they 

will be able to help you, however feel free to skip any answer you do not wish to disclose. 
 

Today’s Date:____/____/____ 
 
First Name:___________________ M.I.:_______ Last Name:___________________________ 

Address:_____________________________________________________________________

____________________________________________________________________________ 

Home Phone:____________________________Cell Phone:____________________________ 

E-mail Address:_______________________________________________________________ 

Date of Birth:____/____/______ Referred by:________________________________________ 

Emergency Contact:___________________________ Phone:___________________________ 

Occupation:____________________________ Employer:______________________________ 

Is this your first professional massage?:   Y   N 

Are you currently under medical treatment that I need to know about?:   Y   N 

If yes please explain:___________________________________________________________ 

____________________________________________________________________________ 

Please list any allergies:_________________________________________________________ 

____________________________________________________________________________ 

What medications/vitamins are you currently taking?:__________________________________ 

____________________________________________________________________________ 

Doctor’s name:________________________________ Phone:__________________________ 

 

Please list any and all injuries, surgeries, major illnesses, hospitalizations or accidents that you 

have ever had and the approximate date it happened. Please include a brief explanation of the 

kind of care you received (ex: Physical therapy, chiropractic, etc) Feel free to use the back of 

this form if you run out of space:__________________________________________________ 

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________ 



Please list all areas of discomfort or pain:___________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________

____________________________________________________________________________ 

If there is pain what is the quality?: ___Dull & Achy      ___Sharp/Stabbing/Shooting     ___Other 

To the best of your knowledge what caused the onset of pain?:__________________________ 

____________________________________________________________________________

____________________________________________________________________________ 

How long have you had this pain?:_________________________________________________ 

____________________________________________________________________________ 

What time of day does the pain feel better?:_________________________________________ 

What do you do that makes the pain feel better?:_____________________________________ 

____________________________________________________________________________ 

What time of day does the pain feel worse?:_________________________________________ 

What do you do that makes the pain feel worse?:_____________________________________ 

____________________________________________________________________________ 

Rate the frequency of the pain:___Constant      ___Off/On      ___At rest      ___With activity 

In what position do you most sleep at night?:_________________________________________ 

What are the physical duties of your occupation?:_____________________________________ 

____________________________________________________________________________

____________________________________________________________________________ 

____________________________________________________________________________ 

What sort of exercise do you participate in?:_________________________________________ 

____________________________________________________________________________

____________________________________________________________________________ 

____________________________________________________________________________ 

Please list your hobbies and activities of daily living (gardening, watching TV, housework etc): 

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________ 

____________________________________________________________________________ 

Are there any other health else concerns you would like addressed today?:_________________ 

____________________________________________________________________________ 



Please place an X on any area of discomfort or pain: 

 

 

 

 

 
 
 
 
 
 



Health Survey 
Are you currently feeling ill or feverish, have an active infection or a cold/flu?   Y   N 
 

Please mark any condition that you are currently experiencing or have experienced in the past: 

Musculoskeletal: 
__Ankle Sprain 
__Arthritis/Joint Disease 
__Bone break/Fracture 
__Bunions 
__Bursitis 
__Carpal Tunnel Syndrome 
__Compartment Syndrome 
__DeQuervain’s Syndrome 
__Fibromyalgia 
__Frozen Shoulder 
__Golfer’s Elbow 
__Gout 
__Jaw Pain/TMJ 
__Joint Dislocation 
__Joint Subluxation 
__Kyphosis 
__Labral Tear 
__Lordosis 
__Lupus 
__Migraines/Headaches 
__Muscle/Tendon Rupture 
__Osgood-Schlatter Disease 
__Osteoarthritis 
__Other Sprains/Strains 
__Other postural deviation 
__Plantar Fasciitis 
__Scapular Dyskinesis 
__Scoliosis 
__Shoulder Impingement 
__Snapping Hip 
__Spasms/Cramps 
__Swayback 
__Tendonitis/Tendinosis 
__Tennis Elbow 
__Thoracic Outlet Syndrome 
__Torticollis (Wryneck) 
__Trigger Finger 
__Whiplash 
__Wrist Sprain 
__Other:________________ 

Nervous System: 
__ALS 
__Bells Palsy 
__Burner (Neuropraxia) 
__Spinal Stenosis 
__Facet Syndrome 
__Herniated Disc 
__Morton’s Neuroma 
__Multiple Sclerosis 
__Numbness/Tingling 
__Parkinson’s Disease 
__Pinched Nerve 
__Sciatica 
__Seizure Disorders 
__Shingles 
__Spinal Cord Injury 
__Spondyloysis/thesis 
__Stroke 
__Trigeminal Neuralgia  
__Other:________________ 
 

Respiratory: 
__Asthma  
__Dizziness 
__Emphysema 
__Pneumonia  
__Sinusitis  
__Trouble Breathing 
__Other:________________ 
 

Digestive: 
__Constipation 
__Crohn's Disease 
__Diarrhea 
__Difficulty swallowing 
__Gallstones 
__Gas/Bloating 
__Irritable Bowel Syndrome 
__Nausea 
__Ulcers 
__Other:________________ 

Skin: 
__Allergies 
__Athlete’s Foot 
__Cosmetic Surgery  
__Current open wound 
__Eczema/Psoriasis 
__Fungal Infection 
__Herpes/Cold Sores 
__Moles 
__Rashes 
__Warts 
__Other:________________ 
 

Circulatory: 
__Anemia  
__Blood clots 
__Diabetes 
__Heart attack 
__Heart condition 
__High/low blood pressure 
__Hypertension 
__Varicose veins 
__Other:________________ 
 

Other: 
__Abuse 
__Anxiety/Panic Attacks  
__Cancer 
__Contact Lenses 
__Depression 
__Fatigue 
__Grief Process 
__HIV/AIDS 
__Insomnia  
__Kidney Disease 
__PTSD 
__Sleep Apnea  
__Substance Abuse 
__Other:________________ 



Informed Consent and Policy Agreement 
Please read the following statements and agreements carefully and if you have any questions feel free to 

ask for clarification. After you are done reading please sign and date this form. 
 

❏ All the information on my intake form is correct and up to date. I will take it upon myself 
to update the massage therapist of any changes in my health. 

❏ I understand that massage therapists do not diagnose illness, disease, any physical or 
mental disorder, nor do they prescribe medical treatment, pharmaceuticals or perform 
joint mobilization. 

❏ I acknowledge that massage therapy is not a substitute for medical examination or 
diagnosis and it is recommended that a physician be seen for that service. 

❏ I understand that the treatment given is designed to address the care and prevention of 
myofascial pain and dysfunction, stress reduction, improving range of motion and/or 
tension relief. I understand the benefits and risks of massage and it is my choice to 
receive massage as a form of therapy. 

❏ It may be necessary for the massage therapist to do an assessment during my session 
and although they will try their best to include as much body work as possible my entire 
scheduled appointment may not be hands on massage. 

❏ If at any point I feel uncomfortable during the session, especially regarding pressure 
level, I will let my massage therapist know immediately so that they can adjust/change 
strategy or stop completely. I am always in control of my body during the session. 

❏ I understand that this is a non-sexual massage and I will either be clothed or fully 
covered by the sheet at all times and only the body part being worked on will be 
uncovered. Any illicit or sexual behavior will result in the immediate termination of the 
session and payment for the session will be paid in full.  

❏ I agree to pay by venmo, cash, check or card after the massage. If my check bounces I 
agree to pay a $20 service fee as well as any additional fines the therapist may incur as 
a result. 

❏ I understand that a 24 hour notice of cancellation is required and any cancelled or 
missed appointments within that timeframe may result in me being charged the full price 
for my missed session.  

❏ I agree to let my massage therapist know as soon as possible if I am running late to an 
appointment and I understand that my appointment will still end at the scheduled time 
even if that means my total session time is shortened.  

 
By signing this form I am giving my consent for this and any future sessions. I have read 
this form and give my permission to be massaged. 
 
________________________________________ ___/___/_____ 
Client Signature Date 
 
________________________________________ ___/___/_____ 
Massage Therapist Signature Date 


